BACKGROUND: Brief alcohol intervention, including advice to reduce or abstain from drinking, is widely recommended for general medical outpatients with unhealthy alcohol use, but it is challenging to implement. Among other implementation challenges, providers report reluctance to deliver such interventions, citing concerns about negatively affecting their patient relationships. OBJECTIVE: The purpose of this study was to determine whether patient-reported receipt of brief intervention was associated with patient-reported indicators of highquality care among veteran outpatients with unhealthy alcohol use. DESIGN: Cross-sectional secondary data analysis was performed using the Veterans Health Administration (VA) Survey of Healthcare Experiences of Patients (SHEP). PARTICIPANTS: The study included veteran outpatients who (1) responded to the outpatient long-form SHEP (2009-2011), (2) screened positive for unhealthy alcohol use (Alcohol Use Disorders Identification Test-Consumption (AUDIT-C) questionnaire score ≥ 3 for women, ≥ 4 for men), and (3) responded to questions assessing receipt of brief intervention and quality of care. MAIN MEASURES: We used logistic regression models to estimate the adjusted predicted prevalence of reporting two indicators of high-quality care-patient ratings of their VA provider and of overall VA healthcare (range 0-10, dichotomized as ≥ 9 indicating high quality)-for both patients who did and did not report receipt of brief intervention (receiving alcohol-related advice from a provider) within the previous year. KEY RESULTS: Among 10,612 eligible veterans, 43.8 % reported having received brief intervention, and 84.2 % and 79.1 % rated their quality of care as high from their provider and the VA healthcare system, respectively. In adjusted analyses, compared to veterans who reported receiving no brief intervention, a higher proportion of veterans reporting receipt of brief intervention rated the quality of healthcare from their provider (86.9 % vs. 82.0 %, p<0.01) and the VA overall (82.7 % vs. 75.9 %, p<0.01) as high.
CONCLUSIONS:
In this cross-sectional analysis of veterans with unhealthy alcohol use, a higher proportion of those who reported receipt of brief intervention reported receiving high-quality care compared to those who reported having received no such intervention. These findings do not support provider concerns that delivering brief intervention adversely affects patients' perceptions of care.
BACKGROUND
Unhealthy alcohol use is common among general medical outpatients, 1, 2, 3 and is associated with tremendous societal costs 4 and significant patient morbidity and mortality. [5] [6] [7] [8] Brief alcohol intervention, including advice to reduce or abstain from drinking, has demonstrated efficacy in reducing alcohol consumption among general medical outpatients with unhealthy alcohol use identified by population-based screening. 9 -11 As such, population-based screening followed by brief intervention for those who screen positive is widely recommended for general outpatient populations. [12] [13] [14] Despite these recommendations, implementation of this strategy has been challenging, [15] [16] [17] and population-based screening followed by brief intervention has not been widely adopted nationally. 18 Among a number of barriers to delivering brief intervention, [19] [20] [21] [22] providers have cited concerns that patients may prefer not to discuss their drinking or may react negatively to such conversations. [19] [20] [21] [23] [24] [25] In other words, providers are concerned that these discussions may compromise their relationships with patients. However, a previous study among general outpatients with unhealthy alcohol use found that those who reported receipt of brief intervention rated their care as higher quality than those not reporting brief intervention. 26 Importantly, that study was conducted among patients who consented to participate in a clinical trial focused on their alcohol use and thus may have been seeking feedback on their drinking. Therefore, it is unknown whether receipt of brief intervention is associated with patient-reported indicators of high-quality care among a more general sample of outpatients with unhealthy alcohol use.
The Veterans Health Administration (VA) has implemented population-based screening for unhealthy alcohol consumption using the validated Alcohol Use Disorders Identification Test-Consumption (AUDIT-C) Questionnaire, 27 and in 2007 announced a national performance measure to incentivize brief intervention for all patients with AUDIT-C scores ≥ 5.
27. Despite the challenges that other systems have had in implementing population-based screening and brief intervention, the majority of active primary care patients in the VA are screened annually for unhealthy alcohol use, and among those for whom brief intervention is incentivized, more than 75 % have brief intervention documented in their electronic medical record. 28, 29 Additionally, the VA has increased its focus on delivering patient-centered care, 30 and now routinely measures the experiences and perceptions of VA care among a large national sample of veteran outpatients, including the receipt of brief alcohol interventions as part of their care. 31, 32 As such, the VA provides a unique opportunity to assess the relationship between receipt of brief intervention and patient-reported indicators of high-quality care among a general sample of outpatients. The aim of this study was to assess, from among a sample of VA outpatients who responded to a mailed patient satisfaction survey and screened positive for unhealthy alcohol use, whether patient-reported receipt of brief intervention was associated with patient-reported indicators of care quality.
METHODS

Data Source and Study Sample
For this cross-sectional analysis, we used secondary quality improvement data collected by the VA Office of Analytics and Business Intelligence. Specifically, we obtained data from the long-form version of the VA Survey of Healthcare Experiences of Patients (SHEP), 33 an ongoing survey of veterans receiving care at VA facilities. The outpatient SHEP survey is administered using a stratified random sample withoutreplacement design and is fielded monthly to a fixed percentage of veterans who visited an outpatient facility during the previous month. The survey assesses sociodemographic characteristics, health status, and perceptions and experiences of care, including patient-reported indicators of quality of care, using measures from the Consumer Assessment of Healthcare Providers and Systems (CAHPS) Clinician & Group Survey. 34 The long-form version of the outpatient survey, which is sent to a 10 % random sample of surveyed patients, includes alcohol screening questions and a question regarding receipt of alcohol-related advice from a provider.
We included unique veteran outpatients who met the following criteria: (1) Table; 35, 36 ), and (3) responded to a question regarding receipt of alcohol-related advice from a VA provider within the past year and to two questions assessing patient ratings of both their VA provider and overall VA healthcare. Response rates to the long-form SHEP were 55 %, 53 %, and 51 % in 2009, 2010, and 2011, respectively. The institutional review board of the VA Puget Sound Healthcare System approved this study.
Measures
Exposure of Interest: Receipt of Brief Intervention. Receipt of brief intervention was defined as a Byes^response to the following question: BIn the past 12 months, has a VA doctor or other VA healthcare provider advised you about your drinking (to drink less or not to drink alcohol)?^This question has previously been used as a proxy for brief intervention because alcohol-related advice is a central component of evidencebased brief intervention.
10,37
Primary Outcomes: Patient-Reported Indicators of HighQuality Care. The following patient-reported indicators of high-quality care comprised the primary study outcomes: 1) patient report of high-quality care from their VA provider and 2) patient report of high-quality care from the VA. We assessed these outcomes using two survey questions from the CAHPS Clinician & Group Survey: BUsing any number from 0 to 10, where 0 is the worst personal doctor/nurse possible and 10 is the best personal doctor/nurse possible, what number would you use to rate your personal VA doctor/nurse?^and BUsing any number from 0 to 10, where 0 is the worst healthcare possible and 10 is the best healthcare possible, what number would you use to rate all your VA healthcare in the last 12 months?^Potential scores ranged from 0 to 10, which we dichotomized ≥ 9 according to CAHPS guidelines as indicative of high quality. 38 Potential Confounders. Through a literature search, we identified several patient characteristics as a priori potential confounders and included those available from SHEP data as covariates based on their associations with receipt of brief interventions and patient-reported quality-of-care ratings. 31, 34, 37, [39] [40] [41] These included age, gender, race/ethnicity (non-Hispanic white, non-Hispanic black, Hispanic, or other), educational attainment (less than high school, high school, General Educational Development Test [GED], or 2-year degree; 4-year degree; or greater than 4-year degree), and Short Form-1 self-reported health status (poor, fair, good, very good, or excellent). In addition, we included severity of unhealthy alcohol use, as previous studies have demonstrated associations between greater alcohol consumption and receipt of brief interventions, 37, 39, 40 and severity may also be associated with patient-reported quality-of-care ratings. Therefore, we categorized scores on the 3-item AUDIT-C as mild, moderate, severe, or very severe unhealthy alcohol use based on previously established AUDIT-C ranges of 3/4-5, 6-7, 8-9, and 10-12, respectively. 42 Statistical Analysis. To describe the study sample, we summarized characteristics of the overall sample and used t tests and chi-square tests to compare the characteristics of respondents who reported receiving brief intervention with those who did not.
We then used unadjusted and adjusted analyses to estimate the association between patient-reported receipt of brief intervention and each patient-reported outcome: high-quality care from their VA provider and high-quality care from the VA. In unadjusted analyses, we used chi-square tests to compare the prevalence of the two outcome measures between the two groups of respondents. In adjusted analyses, we used logistic regression with generalized estimating equations and robust error variance to estimate the adjusted predicted prevalence of each outcome measure for patients who did and did not report receiving brief intervention. Estimates were obtained using recycled predictions, which holds all covariates constant and allows brief intervention to vary. 43, 44 Models were adjusted for all covariates and were clustered to account for correlation of outcomes at the facility level.
Although brief intervention is recommended for all patients with unhealthy alcohol use, the VA's performance measure incentivizes brief intervention only for patients with AUDIT-C scores ≥ 5, 28, 45 and so we repeated all main analyses in the subgroup of respondents with AUDIT-C scores ≥ 5. Lastly, we performed two sensitivity analyses to address survey nonresponse. First, we investigated potential bias based on partial response by comparing sample characteristics between the full study sample and SHEP respondents who screened positive for unhealthy alcohol use but did not respond to either outcome question (n=342, Fig. 1 ). Second, we addressed general survey non-response by repeating main analyses weighted to account for non-response. Weights were developed by the VA's Office of Analytics and Business Intelligence to account for sampling design and non-response related to age, gender, and clinical site. 31 Large weights were truncated at 500 to ensure individuals with outlying weights did not largely drive results (n=115). We used Stata version 12.0 (StataCorp LP, College Station, TX, USA) for all analyses.
RESULTS
Study Sample and Patient Characteristics
Of 125,853 veterans who were mailed the long-form SHEP between 2009 and 2011, 66,311 (52.7 %) returned a completed survey and 10,612 (16 %) screened positive for unhealthy alcohol use and met all inclusion criteria (Fig. 1) .
The mean age of the study sample was 64 years (SD 12.2); 96 % were men; 81 % were non-Hispanic white; 92 % had at least a high school degree, GED, or 2-year degree; and 70 % rated their health as good, very good, or excellent (Table 1) . Sixty-one percent of the sample screened positive for mild unhealthy alcohol use, and 21 %, 11 %, and 8 % screened positive for moderate, severe, and very severe unhealthy alcohol use, respectively. Comparisons of respondent characteristics across receipt of brief intervention are shown in Table 1 .
Receipt of Brief Intervention and Two Indicators of High-Quality Care
Forty-four percent of the sample reported receipt of brief intervention within the previous 12 months. Eighty-four percent and 79 % of the sample rated the quality of care from their provider and the VA as high, respectively ( Table 2 ). In unadjusted analyses comparing veterans who reported receipt of brief intervention with those who did not, a higher proportion of veterans who received brief intervention rated the quality of care as high from their provider (85 % vs. 83 %, p<0.01) and the VA overall ( 80% vs. 78 %, p<0.01). Similarly, in adjusted analyses, a higher proportion of veterans who reported receipt of brief intervention rated the quality of care as high from both their provider (87 % vs. 82 %, p<0.01) and the VA ( 83% vs. 76 %, p<0.01).
Receipt of Brief Intervention and Two Indicators of High-Quality Care Among Respondents for Whom Brief Intervention is Incentivized in the VA (AUDIT-C Scores ≥ 5)
Among patients with AUDIT-C scores ≥ 5 (58 % of the sample), 58 % reported receipt of brief intervention, and 83 % and 78 % rated the quality of care from their provider and the VA as high, respectively (Table 2) . In unadjusted analyses, a higher proportion of veterans who reported receipt of brief intervention versus those who did not rated the quality of care as high from their provider (85 % vs. 81 %, p<0.001) and the VA overall (80 % vs. 75 %, p<0.001). In adjusted analyses, a higher proportion of veterans who reported receipt of brief intervention versus those who did not also rated the quality of care as high from both their provider (86 % vs. 79 %, p<0.01) and the VA (81 % vs. 73 %, p<0.01).
Sensitivity Analyses
Compared to the study sample, SHEP respondents who screened positive for unhealthy alcohol use but did not respond to either outcome question were more likely to be older and male, reported better health status, and screened positive in lower AUDIT-C risk categories (p<0.05 all comparisons). In adjusted analyses weighted to account for survey non-response, a higher proportion of veterans who reported receipt of brief intervention versus those who did not also rated the quality of care as high from both their provider (84 % vs. 78 %, p<0.01) and the VA (79 % vs. 72 %, p<0.01).
DISCUSSION
In this cross-sectional analysis among veterans who screened positive for unhealthy alcohol use on a confidential satisfaction survey, the vast majority rated the quality of care as high from both their provider and the VA in general, and a higher proportion of those who reported receipt of brief intervention within the past year reported receiving high-quality care compared with the group who reported no brief intervention. These findings were robust in analyses limited to veterans for whom brief intervention was incentivized within the VA (AUDIT-C ≥ 5) as well as in analyses accounting for survey non-response, and are consistent with those of a previous study in a more limited population. 26 These results do not support provider concerns that delivering such advice adversely affects patient perceptions of their care. The findings are also consistent with several studies that have assessed patient perceptions of alcohol-related interventions. [46] [47] [48] A previous study of VA outpatients found that more than 80 % of respondents were not Bembarrassed, upset, annoyed, or uncomfortable^with questions about their alcohol use. 48 Another study among a small sample comprising mostly black women receiving primary care in the southern U.S. found that patients had supportive opinions regarding alcohol screening in clinical settings. 49 In a study among Finnish general outpatients, 81 % agreed that providerdelivered alcohol-related discussions were helpful, 46 and another study among Australian general outpatients found that highly satisfied patients were more likely to report a previous alcohol-related discussion with their provider. 47 Population-based screening for unhealthy alcohol use, followed by brief intervention for those who screen positive, is widely recommended for general medical outpatients. [12] [13] [14] These measures, which were established as a standard preventive service by the Affordable Care Act, 50 are incentivized through the VA and other systems, 17, 27, 28 and screening is reimbursed by the Centers for Medicare & Medicaid Services. 51 Despite this, implementation of these strategies remains a challenge ,14-17 and delivery varies considerably across settings. 18 These findings may help address system-and provider-level barriers to implementation. Reassuring providers that such conversations do not appear to pose a risk to their patient relationships may encourage delivery of these interventions in clinical settings. In addition, patient-reported indicators of care quality are rapidly being adopted for use in comparative performance metrics and reimbursement decisions in a wide variety of settings. [52] [53] [54] Findings from the study suggest that healthcare delivery systems should not be dissuaded from implementing evidence-based strategies to address unhealthy alcohol use out of concern for harming reimbursement or quality ratings. Given the recent national emphasis on improving the patient-centeredness of care, the large amounts of time and capital being invested in improving patients' experiences in care settings, 53, 54 and a lack of knowledge regarding strategies to improve the care experience, these findings may have relevance for policymakers.
This study demonstrates that in comparisons between patients reporting receipt of brief intervention versus those who did not, a larger percentage of VA patients who received brief intervention also reported receiving high-quality care. However, because of its cross-sectional design, the study cannot clarify whether brief intervention actually improves patients' perceptions of their care. In addition, providers who BI brief intervention, n number, SD standard deviation, AUDIT-C Alcohol Use Disorders Identification Test-Consumption Questionnaire, GED General Educational Development Test Screened positive for unhealthy alcohol use on the 3-item AUDIT-C based on validated cut points (score ≥ 3 for women, ≥ 4 for men) Column totals may not sum to 100 % due to rounding. offer comprehensive patient-centered care that addresses multiple dimensions of health may be those who both offer brief alcohol intervention and who receive high ratings from their patients. Thus, high-quality ratings may be a reflection of all dimensions of care rather than a reflection of satisfaction with receiving brief intervention. Further, this study does not address whether perceptions of care influence drinking outcomes after brief intervention. A recent early evaluation of implementation of brief intervention in the VA found that providerdocumented delivery of brief intervention was not associated with resolution of unhealthy alcohol use among outpatients who had repeat alcohol screening. 45 Perhaps the effectiveness of brief intervention varies based on patient perceptions of their quality of care, and additional research is needed to explore this further.
In this study, 58 % of respondents with AUDIT-C scores ≥ 5 reported having received brief intervention within the prior year. Other studies using data from VA electronic medical records have suggested that a higher proportion (76 %) of the VA population receives brief intervention. 28, 29 This discrepancy may be due to a difference between sensitivities of clinical alcohol screening recorded in the medical record and those of patient-administered screening on anonymous surveys. For example, a previous study demonstrated that over 60 % of VA patients who screened positive for unhealthy alcohol use on SHEP were screened as negative in the clinical setting. 55 As such, SHEP may be assessing brief intervention among some unhealthy alcohol users who would not have been identified as such clinically, which would lead to a lower estimate of brief intervention using survey data. Nevertheless, we expect the population of patients who screened positive clinically and were eligible for brief intervention to be represented in this sample of SHEP respondents with unhealthy alcohol use.
There were several limitations in this study. First, the findings may be residually confounded by unmeasured factors, including other characteristics of the patient-provider relationship (e.g., duration of relationship), patient-centeredness of the provider, and the overall quality of care provided, including other preventive care services. Second, these findings may not be generalizable to all veterans with unhealthy alcohol use, given the potential for response bias. However, in analyses weighted to account for non-response, findings were unchanged, suggesting that non-response is unlikely to have substantially biased these results. Generalizability to non-VA populations may also be limited, considering that this study included mostly older, male, non-Hispanic white veterans who generally rated the overall quality of their care as high. Third, this study is vulnerable to misclassification bias if respondents incorrectly reported or failed to report receipt of brief intervention. Misclassification may have also resulted from a halo effect, whereby respondents with favorable perceptions of their care may have been more likely to recall or report brief intervention. Fourth, these results may be affected by underreported alcohol use due to social desirability bias. Lastly, we used receipt of alcohol-related advice as a proxy for brief intervention. Although it is a consistent element of efficacious brief intervention, alcohol-related advice is only one component, and we were unable to assess associations between patient perceptions and other components or mechanisms of delivery of brief intervention, such as motivational interviewing.
Notwithstanding these limitations, this is the first study to address whether receipt of brief alcohol intervention is * Screened positive for unhealthy alcohol use on the 3-item Alcohol Use Disorders Identification Test-Consumption Questionnaire (AUDIT-C) based on validated cut points (score ≥ 3 for women, ≥ 4 for men) † Restricted to respondents with AUDIT-C scores≥5. The VA's performance measure incentivizes brief intervention only for patients who screen positive with AUDIT-C scores ≥ 5, and an electronic clinical reminder prompts providers to offer brief intervention to all patients with AUDIT-C scores ≥ 5. ‡ Prevalence adjusted for age, gender, race, education, self-reported health status, and AUDIT-C risk group associated with patient-reported quality-of-care ratings among a large sample of primary care outpatients with unhealthy alcohol use. Among the veteran outpatients who responded to a mailed survey, high-quality ratings for both their provider and the VA healthcare system were more common among those who reported having received brief intervention from a provider within the previous year than among those who reported no brief intervention. These findings may help to allay provider concerns, and could be incorporated into implementation strategies to improve the delivery of brief intervention in clinical settings.
